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Methods: In our institution, all the patients treated with Impella 2.5 as first
line therapy for a cardiogenic shock consecutive to ACS were retrospectively
included. The mortality at day 30, the hemodynamic efficacy and complica-
tions have been analyzed.
Results: From July 2008 to December 2012, 22 patients (13 men,
58±11 years) with cardiogenic shock (LV Ejection Fraction 26±8%; SOFA
9.2±4; cardiac index (CI) 2.1±0.4L/min/m2) were included (12 cardiac arrest,
59% STEMI).The Impella 2.5 device provided effective hemodynamic support
(CI increased by 16%, lung and capillary pressures respectively reduced by
36% and 28%). Survival at day 30 was 59%, and it has been maintained up to
6 months. Factors associated with mortality were incomplete revascularization
(p<0.01), age >70 years (p=0.07), a SOFA score ≥9 (p =0.02) and blood
lactate >6.3 mmol/L (p=0.07) at implantation.
Conclusion: This couraging results in our single-center experience should
be confirmed by a randomized controlled trial.
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Purpose: In major cities, optimal distribution of automatic external defi-
brillators (AED) has long been debated. International guidelines recommended
placing AED where at least an out-of-hospital cardiac arrest (OHCA) occurs
every 2 years. However, bystander awareness of AED location is often
limited. The aim of the study was to determine a potential strategic AED
placement policy. 
Methods: We included all OHCA managed in Paris by Emergency Med-
ical Services between 2000 and 2010. First, we worked on different scenarios
of regular AED placement according to several deployment distances (from
200 meters to 2000 meters), then we analyzed median distance between these
AED potential placements and included OHCA. Second, we identified dif-
ferent types of public facilities in Paris and we calculated the median distance
according to each type of public facilities. We evaluated the number needed
of AED in each case.
Results: Among the 4176 OHCA of presumed cardiac etiology, 1415
(34%) occurred out-of-home and 1355 were eventually geocoded (Figure).
Median distances between OHCA and district councils (n=20), post offices
(n=195), subway stations (n=302), bike sharing stations (n=957) and pharma-
cies (n=1466) were 1052, 324, 239, 137 and 142 meters respectively. 
Conclusion: Increasing number of AED following a regular distribution on
the territory decreases drastically the median distance between AED potential
placement and OHCA until a certain number (350 AED for Paris). Additional
AED placement benefit becomes less apparent. AED public facilities coverage
strategy may help to optimize AED placement. The choice of the best public
facility should be based on its number and repartition on the territory and its
proximity to OHCA. 
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Background: Few data on the management of acute pericarditis (AP) in
emergency departments (ED) are available. We sought to describe the charac-
teristics and outcomes of patients diagnosed for acute pericarditis (AP) in our
ED in a tertiary care university hospital.
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Methods: We retrospectively retrieved all the patients diagnosed for AP in
our ED from 01/2011 to 06/2013. We collected the data from medical files
and through a questionnaire sent to general practitioners.
Results: We identified 150 patients (age 42±16 years, 66% males). The
2004-ESC guidelines criteria for the diagnosis of AP were met only in 48%
of cases. An increased (>5mg/l) C-reactive protein (CRP) was present in
51.3% of patients, with significantly higher levels when symptoms onset
exceeded 24 hours in patients meeting the diagnostic criteria (79.1 vs.
14.9mg/l in patient with – vs. without ESC diagnostic criteria, p<0.029). In
49% of cases, ECG was compatible with the diagnosis of AP. An echo-
cardiography was performed during the ED stay in 77% of patients, showing
a pericardial effusion in 26% of cases. Patients were hospitalized in 27% of
cases. Aspirin was the most often prescribed (84%). Colchicine alone or in
association with aspirin was proposed in 30% of patients and was signifi-
cantly associated with a medical history of pericarditis (63% with- vs. 25%
without history of AP, p<0.0001). The duration of drug therapy was longer
for colchicine than for other anti-inflammatory drugs (respectively 58±31
vs. 26±13 days, p<0.01). Follow-up data were only available in 50 patients:
only 52% have consulted their physician within a period of 1 to 120 days
after discharge. Treatment side effects were noted in 6% and recurrence in
4% of cases. 
Conclusions: This study highlights the lack of a systematic guidelines-
based management of patients with acute pericarditis in the emergency
room. The assessment of CRP is of diagnostic value in this setting especially
after 24 hours of symptoms onset. This marker may be considered in the
future guidelines updates. Since a majority of these cases are managed as
outpatients, emphasis should also be made for an adequate and systematic
follow-up.
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Introduction: Chest pain is a frequent cause of admission to the emer-
gency department (ED). The diagnosis and medical care of acute coronary
syndrome (ACS) with ST-segment elevation (ST+ ACS) are more standard-
ized than non ST-segment elevation ACS (NST ACS). There is very few
series on patients classified as low ACS-diagnosis probability. We aimed to
assess the 1-year outcome of patients admitted for chest pain in ED and dis-
charged with low risk of ACS.
Methods: This restrospective study included all patients admitted in the
ED of University Hospital Center of Limoges between January and March
2013 for chest pain, without ST-segment elevation and normal troponin level.
Patients' characteristics and initial diagnosis were collected in ED records.
Final diagnosis was obtained by phone one year later, from general practitio-
ners or alternatively directly from the patients themselves.
Results: Among the 244 patients studied, 38 (15.6%) were lost during
follow-up. Mean age was 50±17 years, 58% being males. Among the 41% of
cases in whom the initial diagnosis (i.e. ED discharge) was modified during
follow-up, 9% (n=8) were diagnosed with coronary disease, and 38% (n=32)
with panic attack. Major adverse cardiac events rate was 2.4% (n=5) in the
whole population, and 60% of them were directly discharged to home. In the
ED, the detection of a cardiovascular etiology of chest pain was accurate with
good specificity (96%) but lower sensibility (61%). Of note, the rate of false
negative patients was 8.5%.
Conclusion: Low probability NST SCA diagnosis is complex in the ED
and may frequently lead to erroneous diagnosis associated with therapeutic
delay. Nevertheless, cardiac disorders are uncommonly misdiagnosed. A
systematic, individualized and close monitoring after ED discharge is man-
datory.
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Purpose: Despite public campaigns for calling rapidly the emergency
phone number in case of chest pain, many patients still delay their call. We
sought to determine factors influencing the call delay in case of STEMI. 
Methods: We studied 206 consecutive patients admitted for STEMI. They
were classified according to tertiles of delay between symptoms onset and the
first call (« early-callers » for 1st & 2nd tertiles, « late-callers » for the 3rd ter-
tile). We compared these 2 groups according to the registry data. We
contacted the survivors to obtain further information on socio-economic status
and events during symptoms onset. 
Results: The patients (age 64±14 y, 75% males) called on average in 2.5±3.5
hours (early-callers 1.6±1.8 vs. 4.4±5.0 for late-callers). In multivariate analysis,
the following factors were significantly associated with late call: age (OR=1.03,
95%CI: 1.00-1.05), living >30 min. from cath lab (OR=2.8, 1.1-7.1), symptoms
onset between 00:00-05:59 am (OR=2.3, 1.1-4.8) and first call to the family phy-
sician (OR=1.9, 1.8-3.6). The respondents to interview did not differ from others
regarding age and call delay. Main variables during interview are compared
between in the 2 groups in Figure. In a second model using interview variables,
following factors were associated with late call, adjusted for age and sex: symp-
toms onset between 00:00-05:59 am (OR=3.8, 1.00-14.5), self-medication
(OR=7.7, 2.2-27.0), mild pain (visual scale <6: OR=10.0, 2.94-33.3) and symp-
toms onset out of home (OR=6.7, 1.04-50.0). We found no association between
call delay and education level, occupation, cardiovascular risk factors and history. 
Conclusions: Delayed call for STEMI is multifactorial. Our data are useful
to target the population and highlight messages in future campaigns. 
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Background: Computed tomography pulmonary angiography (CTPA) is
routinely used to diagnose pulmonary embolism (PE). Reflux of contrast
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